On examination.-Several slightly tender nodules are to be felt, varying in size from i to I in. in diameter. Many of them have left a residual brownish pigmentation. The lesions are chiefly to be found on the calves, with isolated ones on the other parts mentioned. A few inches above the ankle several lesions have run together to form a purple indurated area 2 or 3 in. across. The legs feel rather cold, but vascular pulsation is within normal limits.
General examination revealed no abnormality. B.P. 140/90.
Blood.-W.R. negative; normal blood count; blood urea normal; serum protein 7-8 grammes %; A/G ratio 1-2/1. Skiagrams of chest, hands and feet, soft tissues of legs were all normal. Mantoux 1: 1,000 negative, 1 ' 100 strongly positive.
Biopsy (lesion about 2 weeks old, from the leg).-Histological section shows the main changes to be situated in the hypoderm. The epidermis shows a little hyperkeratosis, and in the dermis there is some perivascular round-cell infiltration.
In the fatty tissue of the hypoderm is a necrotic area, and much of the surrounding tissue shows cellular infiltration. This dense infiltration contains, in places, a fair number of polynuclear cells, but is, for the most part, made up of histiocytes and fibrocytes. One or two giant cells of the foreign body type can be found, but they are not a prominent feature. Two surprisingly thick vessels are present in the section. They are not degenerated, inflamed or thrombosed and appear to show either simple hypertrophy, or are rather large arterioles strongly contracted down. Serial sections do not show vascular thrombosis.
Comment.-This non-tuberculous form of erythema nodosum appears to have been first identified by Whitfield (1901) and subsequently mentioned by him in 1905 and 1909. He points out that erythema induratum in women under the age of 25 is nearly always tuberculous, and that over 30 it is nearly always not.
A case of apparently similar sort was shown here by Forman in 1938 under the name of lipophagous granuloma, a name coined, I believe, by Telford (1937) to describe lesions of this kind. Included under this heading are the similar lesions on the legs seen in old poliomyelitis patients. In the discussion at that time Sir Archibald Gray said that Dr. Forman's case was in the same class as Whitfield's erythema induratum.
The present case appears to fit in closely with Whitfield's description and also with the condition described by recent American authors as nodular vasculitis. Montgomery et al. (1945) mention all the features of to-day's case and finally they say that they do not know what the condition is. It seems a pity to resurrect this morbid entity under a new name and to discard the name of Whitfield who originally described it.
Although there are conspicuous vascular changes they appear to me to be hypertrophic or obliterative rather than inflammatory. For this reason the term vasculitis may not be a happy one, but it seems that Telford was right in saying that the changes in the fatty tissue are vascular in origin. Dr. Arthur Rook: In France cases of this type and Bazin's disease are grouped together under the convenient but purely morphological designation of "dermohypodermites nodulaires" and are considered to be "allergides". Whereas Bazin's disease is accepted as being of tuberculous origin, these other cases are regarded as a similar type of reaction to the streptococcus and are said sometimes to respond to treatment with sulphonamides.
Dr. P. J. Feeny: I have had one example of this condition in which the patient also had scrofuloderma in an abdominal scar and phlyctenular conjunctivitis. At the age of 15 shortly after commencing handling paraffin oil he suffered from a red scaly type of rash, which apparently cleared up in a few weeks.
He was very worried in 1944 following loss of shop by fire, and received medical attention for some weeks because of insomnia, nervousness, &c.
Family history.-One sister had eczema when infant. Nothing else of importance. Present illness.-June 1948 first noticed red, scaly patches on front of legs, extending from just below the knees to one inch above ankles. Severe itching in these areas prevented Section of Dermatology 393 the patient from concentrating on his work. Troubled by lack of sleep on account of persistent pruritus. He sought advice after a month from Medical Practitioner.
June 1948-January 1949 he was treated by sedatives, and local application of calamine lotion.
The eruption had gradually spread to trunk, limbs, scalp and face so that when T first saw him on January 18, 1949, in the Out-Patient Department he appeared to be suffering from severe exfoliative dermatitis and complained of intractable pruritus.
General physical and special examinations.-The patient was well-developed slightly obese man of medium stature. His B.P. was 220/110. Heart sounds of good quality. Aortic second accentuated. Lungs-B.S. clear. Abdomen, liver and spleen not palpable.
The skin was red and somewhat indurated, and was shedding large sheets of thick scales. Pupils: Equal reacting to L and A. Discs: No papilloedema. Retinal 70%, monos. 4%, lymphos. 26%.
Treatment.-Rest, sedation for pruritus. Antihistamine drugs and local applicationscalamine and hydrarg. perchlor. 1:10,000. Vitamins A.B.C.D., &c.
He was discharged from hospital on 14.2.49 very much improved.
As the pruritus often worried him at night and the skin retained its red hue with areas of small scaly patches on the trunk the patient continued to attend O.P.D. for observation.
In May a nodule appeared on the back of left hand-excision (Histological report-Epithelioma).
Later subcutaneous nodules were noticed on back of both hands and forearms. These have gradually increased in size and are now about the size of marbles.
Biopsy of a nodule (Histological report see below). In June the pruritus again flared up. The patient was kept on vitamins, antihistamine, and in addition was given a course of B.A.L. An improvement was noticed in the skin which now no longer sheds, and the pruritus has disappeared. The redness and induration have, however, remained. Short review of literature.-The exact nosological position of mycosis fungoides is still far from settled. The non-characteristic clinical and histological picture of the early premycotic phase lasting for weeks or years does not help in diagnosis.
Besnier [1]: "A chronic ambiguous pruritic dermatitis rebellious to ordinary treatment, and which assumes the form of a vague erythrodermia, &c. It is always necessary to bear in mind the question of a possible mycosis fungoides. " Ewing [2] stated that "mycosis fungoides is a reticulum cell lymphosarcoma originating from reticulo-endothelial cells". Frazer [3] believed that "inflammatory reactions observed during the premycotic stage are due to the developments of tumour cells".
Montgomery [4] states that the histopathological changes in the early premycotic stage are inflammatory, and only later on that transition to lymphoblastoma becomes apparent.
Hynes [5] reported "An associated squamous cell carcinoma of face"-in his case of mycosis fungoides.
Histological report (Dr. C. N. Partington).-Section shows an inflammation of the skin. There is an acanthosis involving chiefly the interpapillary processes which have become lengthened. The stratum granulosum is not well defined and in places absent and the cells replaced by parakeratotic horn cells. The papillar and subpapillary vessels are dilated and surrounded by zones of lymphoid cells. The leucocytes have in places found their way to places between the prickle cells and some are collected superficially. The appearances are consistent with psoriasis. There is no evidence of Hodgkin's, or leukemic infiltration. The appearance is not that of a typical mycosis fungoides.
In view of the history and the findings I think it advisable for me to send the slide with notes to Dr. W. Freudenthal, Reader in Dermatological Histology, UJniversity of London.
Histological report (Dr. W. Freudenthal).-The histological diagnosis rests between psoriasis and the pseudo-psoriatic picture that is frequently produced in mycosis fungoides (or rather premycosis) when the infiltrate in the uppermost layer of the cutis presses against the epidermis and elongates the papille. I would prefer the latter diagnosis: the infiltrate is somewhat denser and more numerous than usually found in psoriasis, it also reaches deeper down and does not always seem to be connected with the epidermal changes. Generally, one gets rather the impression of a cutaneous process producing secondary epidermal changes than of a true epidermo-dermal process, as in psoriasis. Though the biopsy, in my view, is in accordance with and supporting the clinical diagnosis of mycosis fungoides (or an allied reticulosis), you were fully justified in raising the question of psoriasis as a differential diagnosis, and I agree with you that histologically psoriasis could probably not be entirely excluded. SUMMARY (1) A case of mycosis fungoides is presented. (2) Mycosis fungoides may follow in the wake of any chronic scaly erythrodermia.
(3) Biopsies show epithelioma of the hand, and mycosis fungoides. (4) B.A.L. may have been a placebo, but the itching in this case has disappeared since its administration.
Dr. James Sommerville: There are two forms of approach to the treatment of this case. One is a nitrogen mustard preparation and the other is "shower bath" X-ray therapy. For the former I have an intense dislike, and the results are unsatisfactory. The second has to be undertaken with very great care because it is extremely severe on the patient. These patients have to be "hit" hard enough to produce a very sharp blood reaction. Four equal fields are taken, to each field up to 200 r is applied, and the blood count checked daily. When a certain stage is reached I have no doubt that the patient will improve clinically very markedly for quite a time, depending on the extent to which he can stand up to therapy. The first case of the kind, reported by me in the British Journal of Dermatology thirteen years ago, is still alive and in good health. The man has survived two attacks of exfoliative dermatitis.
The President: What is the advantage of using a high kilovoltage?
Dr. Sommerville: The kilovoltage used is 150-200. The high kilovoltage acts more quickly. We have used lower kilovoltages but have not got the same results.
Dr. Brian Russell: I believe that the local application of thorium-X is the treatment of choice until tumours develop, when X-rays are usually necessary. Thorium-X keeps the patients relatively comfortable and can be applied with ease and safety to extensive and patchy lesions without the risks associated with X-ray exposure over a wide area.
Dr. C. H. Whittle: Dr. Sommerville has deprecated the use of nitrogen mustard. Reports in the literature vary with regard to the effect of this preparation. Can he tell us more about it? I admit that in asking the question I am thinking also of my own case of ? reticulosarcoma.
Dr. Sommerville: I believe that with more recent methods of using nitrogen mustard it is probably safer than it was in the not too distant past, but in Glasgow we have had one or two abrupt terminations of the treatment, and these have rather frightened me. More recently the results have been better because of the tests carried out beforehand, but I do feel that nitrogen mustard is the last card that should be played. Mycosis fungoides is very radio-sensitive, and results are observed early. Dr. A. C. Roxburgh: I treated a case of severe mycosis fungoides with malaria during the war. He had about twelve paroxysms of malaria and was pretty ill with it, but his mycosis fungoides cleared up and he was well four years later although not entirely free from eruption. History.-At age 19 she had scarlet fever, followed by exophthalmic goitre, for which she received injections on alternate days in the arms. Some time after this, thickening appeared at the sites of injection and has persisted. At age 24 she had an operation for goitre. Her voice has been hoarse ever since. At ages 33 and 40 she had pneumonia. At age 51 she had an operation: right cervico-thoracic preganglionic section, for Raynaud's phenomenon and sclerodactyly.
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